Aim: Research suggests that family support promotes recovery and is a key component of a successful early intervention programme. However, very little is known about family functioning in families that are coping with the onset of a psychotic illness and the factors that help to foster adaptive family functioning during this challenging time. The purpose of this study was to understand the individual, caregiver and family factors that are associated with adaptive family functioning in early episode psychosis.
INTRODUCTION
Family involvement is a cornerstone of early intervention services for psychosis. Family members are often included in treatment planning and are active participants in the recovery process. 1 The mandate for many early psychosis intervention services across the globe is to provide support and promote recovery, not only for the individual with psychosis but also for the whole family. This is especially important given the unique stressors that early episode psychosis places on the family unit and the fact that many individuals with psychosis are still living with family during the early phases of illness. 2 Family functioning is a multi-faceted, complex and ever-evolving process. Although family functioning plays an important role in one's recovery, it remains relatively understudied in the early psychosis literature. To date, most of the research on family functioning in early episode psychosis focuses on unidimensional constructs (e.g. expressed emotion and family burden) that do not fully capture its complexity. This study aimed to explore new avenues of measurement that would allow for a complex understanding of family dynamics in families with an individual experiencing early episode psychosis.
The field is undergoing a paradigm shift by moving away from a deficits-based approach and towards a strengths-based approach that focuses on family resilience and adaptive family coping. A recent review of family functioning in early episode psychosis made a call to arms for the need to examine family functioning based on dimensional constructs of family cohesion and adaptability, rather than expressed emotion and burden. 3 This study aims to answer that call by exploring new avenues of measurement that allow for a complex understanding of dynamics in families with an individual with early episode psychosis. We applied the family systems framework of the Circumplex model, [4] [5] [6] wherein family functioning is assessed along dimensions of cohesion and adaptability, to the study of family functioning in early episode psychosis. Although this model is well established in many other clinical fields, it has not been widely applied to the psychosis literature. To date, very little data exist on the structure of cohesion and adaptability in families with early episode psychosis in a large and diverse sample, and to our knowledge, no study has examined predictors of family cohesion and adaptability within this population.
Caregiver wellbeing is an important consideration in family functioning. Approximately one-third of caregivers of an individual with psychosis have symptoms of depression or anxiety related to their caretaking role. 7, 8 However, caregiving is undoubtedly complex, and encompasses positive experiences such as reward and fulfilment, as well as negative experiences such as distress, stigma, worry and shame. 9 Some studies suggest that caregiver wellbeing is associated with the severity of the family member's symptoms and level of disability. [10] [11] [12] Interestingly, when caregivers' coping strategies and internal psychological resources are taken into account it is not the severity of their family member's symptoms, but the caregivers' internal appraisals of the illness that are most closely related to caregiver wellbeing. 13 This research suggests that caregivers' own psychological resources are particularly important in being able to manage the stress associated with having a family member with psychosis. This phenomenon, wherein caregiving is conceptualized as the appraisal of its demands, has been called the 'stress-coping' model and has received support over the years.
9,14-16 However, this model of caregiver wellbeing has yet to be applied to our understanding of family wellbeing. Understanding family wellbeing requires treating the family as a dynamic and evolving system, at a level above the individual.
The purpose of the current study is to understand family functioning from the caregiver's perspective and to examine the factors that are associated with healthy family cohesion and adaptability during a critical period of illness. There are three primary research goals in this study: (i) to determine the structure of cohesion and adaptability in families with an individual with early episode psychosis, (ii) to replicate the stress-coping model of caregiving and (iii) to examine predictors of adaptive family functioning in this population.
METHODS

Participants
The inclusion criteria for this study were purposefully broad in order to capture a wide sample of caregivers and allow for the inclusion of complex or nontraditional family structures. Participants were primary caregivers of an individual with early episode psychosis. Primary caregivers were defined as biological parents, foster parents, siblings or extended family such as aunts, uncles or grandparents who either live with or currently perform regular caregiver activities (e.g. groceries, household chores, scheduling appointments) for their family member with psychosis. Early episode psychosis was defined as having a first episode of psychosis within the last 5 years.
Measures
Demographic questionnaire
This measure collected information about the caregiver's age, education, income, marital status and relationship to the family member with psychosis, as well as basic questions about family structure (e.g. number of family members in the household), and psychiatric history.
Family functioning
The Family Adaptability and Cohesion Evaluation Scale Version 3 (FACES-III) 17 is a 40-item self-report scale that was developed to assess two major dimensions of family functioning: cohesion and adaptability. The FACES-III is based on the Circumplex model. 17 The four levels of cohesion include disengaged, separated, connected and enmeshed, and the four levels of adaptability include rigid, structured, flexible and chaotic. A continuous score is calculated as the 'distance from center' (DFC), which indicates the quantitative distance of an individual's cohesion and adaptability scores from the centre of the model.
Perceived helpfulness of available support systems
Information about caregivers' social support systems was collected using the Family Support Scale. 18 The M. Gupta and C. R. Bowie
Family Support Scale measures the use and perceived helpfulness of 18 types of informal (e.g. spouse, friends, coworkers, church) and formal (e.g. agencies, professionals) supports used in the last 6 months.
Experience of caregiving
The Experience of Caregiving Inventory 9 is a 66-item self-report measure of the experience of caregiving for a person with a severe mental illness. The Experience of Caregiving Inventory is a measure of caregiver appraisal and consists of 10 subscales, eight negative (difficult behaviours, negative symptoms, stigma, problems with services, effects on family, need to backup, dependency, loss) and two positive (rewarding personal experiences, good aspects of relationship with the patient).
Coping skills
The Brief Cope 19 is a 28-item coping response scale that captures 14 coping strategies. These responses can be broadly classified as either adaptive: active coping, planning, positive reframing, acceptance, humour, religion, emotional support from others and instrumental support, or maladaptive: self-distraction, denial, venting, substance use, behavioural disengagement and self-blame.
Daily functioning/quality of life
The Sheehan Disability Scale 20 is a three-item rating of a patient's global functioning and satisfaction in three domains: work/ school, social life and family life/home responsibilities. Each caregiver completed the Sheehan Disability Scale twice, once as a selfreport measure and once as a third-party report for the family member.
Procedure
Data were collected online via a survey link that was distributed to early intervention clinics across Canada and the United States. The survey link was presented on a flyer and posted in the clinic waiting rooms. The survey link was also posted on online support websites and forums for family members of an individual with psychosis (e.g. Early Psychosis Intervention Ontario Network, Schizophrenia Society of Canada, National Alliance on Mental Illness), as well as to the general community using Amazon's Mechanical Turk. The survey link brought respondents to a website with a letter of information that outlined the background and rationale of the study, study procedures, risks and benefits of the study, confidentiality and the voluntary nature of study participation. Each respondent had to provide consent to the study procedures online before access to the questionnaires was permitted.
RESULTS
Participant characteristics
One hundred and seven caregivers (80% women) participated in this study. Sixty-three percent were married, 22% were separated or divorced, 1% was widowed and 15% were single. Approximately, 75% were parents or guardians, 16% were siblings, 7% were spouses or partners and 3% were extended family of an individual with early psychosis. The modal level of education of caregivers was a university degree. Seventy-seven percent of caregivers were currently employed. Sixty-six percent of caregivers reported living with their family member with psychosis.
A summary of the participant characteristics, as well as the means and standard deviations for all survey measures are provided in Table 1 .
Chi-square analysis
Chi-square analyses were conducted for family structures of cohesion (disengaged, separated, connected, enmeshed) and adaptability (rigid, structured, flexible, chaotic). A two-way chi-square analysis was conducted to evaluate whether family structures from the current study were significantly different from existing normative data. 17 The chi-square was significant for the dimension of cohesion, χ 2 (3) = 57.35, P < 0.001. The observed and expected proportions across the four levels of cohesion (disengaged, separated, connected and enmeshed) are displayed in Table 2 . It is important to keep in mind that extreme levels of cohesion are maladaptive, such that both the 'disengaged' and 'enmeshed' categories are indicative of maladaptive levels of cohesion, and mid-level categories of 'separated' and 'connected' are indicative of healthy family cohesion. In general, families with an individual with early psychosis who participated in the current study were more disengaged, more separated, less connected and less enmeshed compared with the normative data.
The chi-square was also significant for the dimension of adaptability, χ 2 (3) = 16.30, P = 0.001. The observed and expected proportions across the four levels of adaptability (rigid, structured, flexible and chaotic) are displayed in Table 3 . Again, extreme levels of adaptability, 'rigid' and 'chaotic', are considered maladaptive, whereas mid-level categories such as 'structured' and 'flexible' are indicative of healthy functioning. Families were generally more rigid, less structured, less flexible and more chaotic compared with the normative data.
Correlations
The Pearson's r correlation coefficients for the youth clinical variables and caregiver variables related to family difficulties (i.e. 'DFC') are presented in Table 4 . Only positive caregiver appraisals were significantly correlated with DFC, such that greater positive caregiver appraisals were associated with more adaptive family functioning. However, it is important to note that this correlation does not maintain significance when a Bonferroni correction is applied.
Pearson's r correlations were also conducted to determine the association among the means of the youth clinical variables, caregiver appraisals, coping, perceived helpfulness of supports, and caregiver and youth quality of life. After applying a Bonferroni correction to control for family-wise error, the correlations that remained significant were (i) the association between greater negative caregiver appraisals and lower caregiver quality of life, r(97) = −0.49, P < 0.001, (ii) the association between greater negative caregiver appraisals and lower youth quality of life, r(102) = −0.62, P < 0.001, (iii) the association between greater use of positive coping strategies and greater perceived helpfulness of support systems, r (95) = 0.35, P < 0.001, (iv) the association between greater use of positive coping strategies and better caregiver quality of life, r(96) = 0.41, P < 0.001, (v) greater perceived helpfulness of supports and better caregiver quality of life, r(98) = 0.42, P < 0.001, (vi) greater perceived helpfulness of supports and better youth quality of life, r(97) = 0.42, P < 0.001 and (vii) greater caregiver quality of life and greater youth quality of life, r(98) = 0.48, P < 0.001.
Hierarchical linear regression
A forced-entry hierarchical linear regression was conducted to replicate the stress-coping model of caregiving. The dependent variable was caregiver quality of life. The independent variables were entered in the following steps:
Step 1 = patient level of functioning and disability, Step 2 = perceived helpfulness of supports and Step 3 = positive and negative caregiver appraisals and positive and negative coping strategies. The full regression model was statistically significant, F(6,88) = 10.43, P < 0.001, with better caregiver quality of life being predicted by better patient functioning in the first step (R 2 Δ = 0.20), greater perceived helpfulness of supports in the second step (R 2 Δ = 0.05), and fewer negative appraisals, fewer negative coping strategies, greater positive appraisals and greater positive coping strategies in the third step (R 2 Δ = 0.17). Please refer to Table 5 for the regression model coefficients of each step.
Stepwise linear regression
A stepwise linear regression was conducted to determine predictors of family functioning. The analysis is exploratory as this is the first study to examine predictors of family cohesion and adaptability in early episode psychosis and a strong theoretical model has not yet been built. Family functioning was calculated using the DFC from the Circumplex model, and as such higher DFC indicate maladaptive levels of cohesion and adaptability. The regression model was statistically significant, F(1,92) = 8.59, P = 0.004. The only predictor variable that was retained in the regression model was positive caregiver appraisals, such that more positive appraisals of the illness and one's caregiving role was associated with better family functioning, β = −0.29, t = −2.73, P = 0.004, R 2 = 0.09.
DISCUSSION
The purpose of this study was to examine differences in family cohesion and flexibility in families with an individual with early episode psychosis, and to assess the relationships among caregiver appraisals, coping strategies, perceived helpfulness of support systems and family functioning. We know that the early stages of psychosis are often a chaotic, frightening and stressful period for individuals and their families. 1, 13, [21] [22] [23] [24] Therefore, it may come as no surprise that our results indicated that families with an individual with psychosis experienced greater challenges with everyday family functioning. Family members of an individual with psychosis were more likely to report extreme family difficulties such as disengagement, rigidity, and chaos compared with normative data from healthy control families.
Statistically significant correlations were observed between caregivers' own negative cognitions about the illness and reduced satisfaction with work, family and social life, both for the caregiver and the individual with psychosis. Frequent use of healthy and positive coping strategies was linked to a greater likelihood of perceiving other people and agencies as being helpful resources. Caregivers who more frequently used positive coping strategies were also likely to experience increased satisfaction with work, family and social life. Finally, caregivers' perception that other people and agencies are helpful resources was associated with greater satisfaction with work, family and social life for both the caregiver and the individual with early episode psychosis. Although these associations shed light on some interesting relationships between potentially malleable treatment targets (i.e. cognitive appraisals, coping strategies and attitudes), with outcome variables such as caregiver and patient quality of life, it is important to exercise caution in interpreting correlational findings. Many of these relationships could be bi-directional or influenced by other factors that have not been measured in this study.
This study has important implications for family work in early episode psychosis. Caregiving for a family member with psychosis can be a stressful, emotionally draining and frightening task; as such caregivers will experience some negative appraisals about their caregiving role. Humans have a great propensity to experience both positive and negative emotions simultaneously, 25 therefore negative appraisals related to the cost of illness in a family member, its consequences for that individual and oneself, and the challenges of caregiving are not surprising. Although negative appraisals are strongly related to the caregiver's quality of life, the use of positive coping strategies may offer some protection from the impact of these negative appraisals. On the other hand, it is the presence of positive appraisals (and not the absence of negative appraisals) that is most related to overall family wellbeing. Clinically, this suggests differential treatment targets based on the goals of intervention.
Promoting healthy behavioural coping strategies through individual therapy may be important to preserving caregiver wellbeing during an undoubtedly stressful period, whereas developing positive appraisals about illness in the family may be a critical treatment target for a system-based family intervention.
It is important to consider several limitations when interpreting these results. First, the normative data used in the chi-square analyses were derived from the FACES-III manual, 17 which was published over 30 years ago. As such, the normative data may not represent family functioning in the present day. Although the updated FACES-IV 26 is available, it was not used in the current study given that limited validation data were published at the time of data collection. Furthermore, the FACES-III was completed by a family member of an individual with psychosis and therefore represents that individual's unique perception of general family functioning. It is possible, and quite likely, that different family members from the same family unit would report varying degrees of cohesion and flexibility. The implementation of this tool across multiple family members, including the family member affected by psychosis, would be an important future direction for researchers interested in examining family functioning from a systems perspective. Finally, positive caregiver appraisals emerged as the only significant predictor of family functioning, however, it only accounted for 9% of the variance. Clearly, there are other variables not measured in the present study that account for a substantial portion of family functioning in this population. An important next step would be to collect information from multiple family members in order to gather a more comprehensive landscape of family functioning from each individual within a family system.
Other studies offer some clues as to potential variables of interest for future research. For example, metacognition may be related to caregiving experiences. 27 Metacognition is the capacity to understand one's own thought processes. Jansen and colleagues found that while higher levels of metacognition were not associated with less negative caregiver experiences, they were associated with greater positive caregiver experiences. The authors concluded that although greater awareness of and capacity for complex ideas may not reduce distress, it might broaden one's ability to appreciate both positive and negative caregiver experiences. Another variable of interest for caregiver and family wellbeing is hope. Hopefulness may be a critical factor in a family's ability to cope with the impact of a severe mental illness such as psychosis. 28 Hope may be particularly important in fostering positive caregiver appraisals, which could then translate to more adaptive family functioning.
This may be especially relevant in the context of accessing early intervention services, wherein health professionals may play a role in sustaining or diminishing a family's hopefulness. 28 Family functioning is a complex and ever-evolving construct. However, despite its complexity, developing an empirical understanding of the factors that initiate and maintain adaptive family functioning in the face of illness and stress is an important research goal for the field of early psychosis intervention. This study provides a platform from which we can refine our understanding of family functioning in early episode psychosis and inform important treatment targets. As outlined above, although treatment targets aimed at improving patient outcomes and caregiver outcomes are well established in the literature, differential treatment targets may emerge for systemsbased family therapy in psychosis. Although positive appraisals are a promising treatment target, we still have a long way to go in understanding the set of factors, and their interactions, that are most critical for fostering healthy family functioning and promoting recovery from psychosis for the whole family.
